Acute appendicitis and carcinoma of the colon Sir, We read with interest the case reported by Hill and Leaper (November 1986JRSM, P 678) and would like to point out that the converse in presentation may apply, and the diagnosis of appendicitis should not be excluded because of known pre-existing pathology. The following case demonstrates the lesson.
A 58-year-old man was admitted as an emergency with peritonitis 16 hours after a double-contrast barium enema was performed for investigation of a change in bowel habit and weight loss. The radiographs revealed an annular carcinoma of the sigmoid colon, and it was felt that perforation had occurred through the tumour, perhaps as a result of the air insufflation at barium enema. At laparotomy a perforated gangrenous appendix was found as well as 3 litres of ascitic fluid, and multiple peritoneal metastases from his colonic carcinoma. There was no other site of perforation. Appendicectomy and a defunctioning colostomy only were performed as the tumour was non-resectable. Although there was serosal metastatic carcinoma at the base of the appendix, the perforation had occurred distally through an area of acute appendicitis. The patient succumbed to his malignant disease 2 months later.
Whilst accepting that the index of suspicion for colonic carcinoma should be appropriately set in this age group, the presence of suspected or known pathology should not blind one to differential diagnoses. DNTuLLOCH EPDEWAR Role of neurological outpatients in training Sir, Dr Perkin's careful record of his neurological outpatient work at two hospitals for more than six years (November 1986 JRSM, p 655) confirms what has previously been predicted 1.2 -that what may be termed the classical neurological diseases are seldom seen in outpatient practice. Dr Perkin calculates that a medical student would have to attend all his clinics for 2.86years to see a single case of syringomyelia.
As Dr Perkin rightly says, the ability to elicit physical signs and to interpret them correctly must largely depend upon exposure to appropriate inpatients. He suggests that his survey raises the question of the role of training at both undergraduate and postgraduate levels in the outpatient department. I would, however, be sorry if such arguments were used to take undergraduate students away from outpatient clinics. All present-day neurologists would agree that there is more to neurology than the wizardly elicitation and interpretation of signs. If he attends outpatients, a student will-or should -see a neurologist helping. patients to come to terms with chronic disability or with progressive illness, and to cope with uncertainties inescapable from such diagnoses as epilepsy and multiple sclerosis. He will also see how patients can be reassured and helped about common symptoms such as headache and dizziness, which have no clearly defined basis in structural disease. Dr Perkin also reports that he could not reach a specific diagnosis in more than 1000 of his 4000 patients -a proportion in accordance with my own practice. However, it is, I believe, helpful for students to see that there is not always a textbook answer, and that uncertainties in medical practice prevail.
From their experience on the wards, undergraduate students should be expected to learn when in future they need neurological help. Their attendance at neurological outpatients is, I believe, a better training for primary care practice than any other hospital clinic. For those postgraduates training for consultant posts in neurology, attendance at out-patients is also mandatory, although it may be that the present practice of putting a registrar in a back room and telling him to get on with it is not the best training that wit can devise. Many years ago, I was taught that should the natural sinus ostium be very small and occasionally blocked with a mucous plug, or oedematous mucosa, then the lining membrane would selectively absorb oxygen from the antral air content leading to a relative vacuum. In a number of people such an occurrence precipitates maxillary discomfort/ache, and/or pain, in the upper molar teeth, i.e. the symptoms of sinusitis without X-ray changes or purulent rhinorrhoea. This is, in fact, a sinus barotrauma of slow origin when compared with the obvious cause and effect of such symptoms brought on by flying, scuba diving or submarining -problems
